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Oral Aversion & Dental Hygiene
By Gretchen Clavey
Healthcare provider fact sheet to accompany caregiver brochure

According to Children’s Hospital of Wisconsin, there are between “five to ten percent of the pediatric
population with some form of a serious feeding disorder at some point.” It is also estimated that “up to
80% of children with developmental disabilities have a feeding disorder” which may include sensory‐oral
problems (Children's Hospital of Wisconsin, 2018). One common manifestation of a feeding disorder is
an oral aversion (OA) related to oral‐sensory issues. Beyond having a developmental disability, there are
a variety of other factors that may play a role in developing an oral aversion (OA). Premature birth,
early hospitalization, ongoing medical issues or an episode of choking are a few things that may
contribute to the condition. Also, children with feeding difficulties may develop OA to protect their
airway due to an underlying problem when swallowing food or liquids. According to the American
Academy of Pediatrics, an oral aversion can “interfere with oral hygiene such as brushing and flossing“
(Pediatrics, 2013). The AAP also asserts that without proper oral health many children, especially those
with developmental disabilities, are at increased risk for developing periodontal disease as well systemic
illnesses such as “aspiration pneumonia, systemic infection and systemic inflammation” (Pediatrics,
2013).

Planning interventions well before a child’s teeth have even erupted is the ideal situation to minimize
the impact of OA on dental health. In addition to the child’s pediatrician, other providers who have a
role in this strategy include: the speech‐language pathologist (SLP), who provides feeding therapy; an
occupational therapist (OT), who provides oral‐sensory therapy; as well as the pediatric dentist.
Caregiver education should include basic understanding for how dental problems develop, how they can
be avoided and how OA can make the situation worse if the child refuses toothbrushing and other
dental care. Suggestions for the caregiver may be made which include: minimizing acidic foods to
decrease the possibility of demineralization of tooth enamel that occurs when pH is below 5.0. It should
also be emphasized that foods with added sugar should be eliminated. According to Bauman, the
bacteria

S. mutans uses these simple sugars to form dextran, a component of dental plaque. Sugar

is also by bacteria like Lactobaccilus to further acidify the oral environment (Bauman, 2017). It may also
be suggested that a caregiver provides fluoridated water or other fluoride replacement if using a
filtration system at home. Additionally, they may use an MI Paste™ to help strengthen tooth enamel, aid

in remineralization of teeth and improve saliva flow (Hettinger, 2018). A final suggestion is to include
mouth rinse that contains xylitol which has been shown to reduce growth of S. mutans(SM & G., 1990) .
If a child with OA will not cooperate with toothbrushing or spit out a dental rinse, caregivers may be able
to work in wiping the teeth with a washcloth or Toothette (disposable swab) in order to disrupt the
biofilm on teeth. Small amounts of xylitol rinse may be utilized this way as well. For children who
require thickened liquids, there are sugar‐free thickeners available.

Having a proactive, therapy‐based strategy in place well before toothbrushing has been introduced can
help avoid some of the additional aversions a child may develop specific to dental care. However, even
if a child has already become defensive when it comes to toothbrushing, a therapeutic approach may
help achieve cooperation with toothbrushing. Feeding therapists who are trained to help a child avoid
and/or overcome oral aversion should be an integral part of the child’s healthcare team. Ideally, early
intervention should happen as soon as risks for developing oral aversion are identified. One therapist,
Marsha Dunn Klein, MEd, OTR/L, developed the Toothbrushing 1‐2‐3© approach to help her clients.
The aim of the program is to give the child control over the task and “build trust and eventual
enjoyment of toothbrushing.” (Dunn‐Klein, 2018)

The pediatric dentist can also have a role in a therapy‐based approach to dental care by allowing
appointment time in the office to get acquainted with procedures used to assess and clean the teeth.
Role‐play, where the child gets to act as the dentist on a special doll with teeth, is a technique that can
help lessen anxiety about the tooth cleaning process in the dental office. In general, having a
collaborative interdisciplinary approach can minimize the impact of OA on dental health and help the
caregiver formulate a proactive strategy to promote their child’s good oral hygiene.
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